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Doctor, coroner, stc. must use only stondard nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causally related.

USE (:)NLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ARE VIVISIUN OF AEALITH UF miaaIURIL

STANDARD CERTIFICATE OF DEATH

F”,.ED D Ec 1 3 13,;,.,";".0" District No. __..4 /ﬂ;.z._,._________...._Primary Registration Disfr.i:?ﬁ_ﬁi-.-.;dﬂ._e.

smTE%lQ%&

RN o A7

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. Lf institution: -Residence before”
a. COUNTY Greene o STATE M3 sgourit OWTY Gree mémmwn)/
b. CITY '(If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
tom Springfield Yes L N [3 7o Springfield, ,4ffeE w0
c. FULL NAME OF (If NOT in hospital, give locatien} | Length of stay in 1b d. STREET (If outside, give Iocutio}fJ { Reside on Farm
merrution 2052 Meadowview| 55 years ADDRESS 2052 Meadowview Yes (] NoE]
:{Tntyh:foorl;rli)nE')CEASED First Middle Last 4, DS;E Month Day " Year
Rilla Ste Ty oeatH December 9, 1957
SEX 6. COLOR OR RACE F'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIC;E S::,:.:r; ;ol{‘r:l?.Elg:EAR I::OE:DER 2;il;|“RS.
Female White w0 ovorces]| April 3, 1585 ’fﬁ 32/ I

106. USUAL DCCUPATION (Give kind of work done

H 1] of woski Icfu wvan if retirad)
SAEETY

10b. KIND OF BUSINESS OR ~

TR  Home

11. BIRTHPLACE (City ond state or country)

Billings, Missouri

(4

12. CITIZEN OF WHAT COUNTRY?

US4

13a. FATHER'S NAME

Thornton Aton

13b. 'M_UTHER'S MAIDEN NAME

Nancy Thompson

14. NAME OF H‘U§BANQ OR WIFE

H. E. Steury

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
(Yus, no, or unknqwn)' (If yes, glv.Na h é‘l of service)

16, SOCIAL SECURITY NO.| 17. INFORMANT

Jack Steury

Address
Soringfield, Missoud

PART L.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c}.}

DEATH WAS CAUSED BY: /
IMMEDIATE CAUSE (a) A e S 2 <

42§;zf¥gﬁ22¢é;£§

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if eny, DUE TO (b) T o . . Lo [ -
which gave risa 1o
above cavss {a),
stating the wnder-
. lying couse last. DUE TO (c)

PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buk nét rélated to tha terminal disease condition given in PART-I'{a)

19. WAS AUTOPSY,
PERFORMED?
YEs[] NO

d Embalmaer’s Stat

on Reverse Side)

=

4
o
S
hi .
z . .. . 42.00
5| 200. ACCIDENT SUICIDE HOMICIDE "'20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
wi
8 O o O — L
G| 20c. TIMEOF Hour Month, Day, Year
= INJURY  “am.
'E p.m.- -
: 20d. . INJURY. OCCURRED. 20e. PLACE OF INJURY (e.g., inor about hame;|" 20f. CITY, TOWN, OR LOCATION _COUNTY T, ¢ STATE

WHILE ATD NOT WHILE | form, factory, street, office bldg., etc.} . i,
. | WORK AT WORK ——

21. 1 atténded the decoased from _sJ - /2ETF w0 _§ LPre /FET andlostsaw i aliveon '-9 Lr ¢ /7’-7

Death ogcurred at H A m on the date stated q%ve, and to the best of my knawlndge, from the couses stat
. 22b. ADDRESS / R R 22¢. DATE SIGNED
4 Prrrirg ({[/. % o LDec 57

230. BURIAL, CREMA] 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY - 7 | 23d. LOCATION {City, town, or county) ) {Stata} /

RENO)_" {Specify) § A A - . . . a
Burlia Dec.11 ., 1557 Eastlawn Soringfield, Missouri
24. FUNERAL DIRECTOR DDRE?_ - . 7. .| 25 DATE RECD. 8Y LOCAL REG. |- 26. 1STRAR'S SIGNATURE D .

A /"‘9'3-‘.-__
Ja-s0— 5.7 A




STATEMENT BY LICENSED EMBALMER

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H ITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. © -
If this body is not embalmed, fact should be so stated above.




